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Abstract 
Issues concerning competency-based education (CBE) have recently promoted much 
discussion and debate throughout most developed countries. This paper provides an 
Australian perspective and adds to the wider debate about CBE by deliberating on the 
part professional competency standards should play in a university curriculum, 
specifically the undergraduate nurse education curriculum. A position is developed by 
addressing the following thesis statement: the competency-based approach to nursing 
education is an indisputable reality but nursing competencies must not be allowed to 
control the curriculum. Some background material is briefly reviewed in order to 
situate CBE, nurse education, and nursing competencies in their Australian economic 
and socio-political context. The position is then explicated through an examination of 
some intersections between nursing competencies and aspects of undergraduate nurse 
curriculum making. 
Some economic and socio-political background 
For all developed countries, the late 1980s and most of the 1990s has been a period marked 
by a lack of overall economic growth, even depression, with high interest rates and high 
unemployment. Instead of being a wealthy nation, Australia moved toward being ‘a debtor 
nation where the cost of imports is much greater than receipts from exports [and] Australia 
began to live on credit’ (Smith & Lovat 1995, p231). This economic uncertainty, born out of a 
‘crisis of the international economy’ (Bates 1992, p2), was the catalyst for intrusion by 
governments into areas about which they previously had little concern. The unprecedented 
intrusion is evident within all areas of human service delivery, but especially so within health 
and education (Hazelton 1993, Smyth 1993, Yeatman 1990). 
Marginson (1992a) argues that the widely held assumption that education and economic 
prosperity are inextricably linked leads to the further assumption that education can be 
organised in terms of a single principle of utility. Furthermore, it is ‘relatively easy to 
introduce a common policy approach across all of the education sector’ because two thirds of 
schools and almost all universities in Australia are publicly owned institutions, with over 80 
percent of expenditure on education and training being funded by governments (Marginson 
1992a, p6). [There is little to suggest that the situation has changed regardless of the accuracy 
of the assertion by Martin (1993), that Australians have witnessed an ever increasing move 
away from a predominantly Government-funded higher education system toward one which is 
partially privatised]. National education policy is argued to be ‘indispensable to national 
economic recovery’ (Reid 1992, p14), and on that basis education became a central 
component of the Australian federal government's recent adoption of corporate federalism, a 
strategy which now enables it to ‘develop and implement national policy based on 
commitment and agreement from the various parties responsible . . .’ (Reid 1992, p14). 
Most developed countries are experiencing a restructuring of their education curricula on a 
national standardised basis. The restructuring is publicly justified by the claim that ‘the 
existing educational systems have failed to produce the right mix or standard of skills 
required by a dramatically changing labour force’ (Bates 1992, p9). This is supported by 
  
Edwards & Usher (1994), who, from an English perspective, maintain that there has been an 
overwhelming amount of criticism concerning ‘the failure of the education and training 
system to provide the necessary skills for the UK to be competitive within the globally 
integrated markets of late twentieth century capitalism’ (p10). Construction of the world in 
terms of ‘models of economic production, with inputs and outputs’ (Marginson 1992a, p22), 
that is, economic rationalism, has significantly affected Australian government policy (Sutton 
& Arbon 1994). Micro-economic reform objectives have been a crucial element in our 
government policies concerning areas such as health and education, and are largely 
responsible for the introduction of competency-based standards in industry and the 
professions.  
However, well before the impact of these economic influences, in most Australian states the 
nursing profession had been motivated from within to develop competencies ‘to facilitate 
hospital based nursing courses’ (Cameron 1989, p212). The sources of motivation were many 
and included the early recognition of the potential value of competency development as a 
means to self-evaluate and increase accountability to the public (Sutton & Arbon 1994), and 
the perceived ability to better understand and articulate the profession (Bowden & Masters 
1994). With the transfer of nurse education from the health sector to the higher education 
sector came recognition by the registering authorities that they needed to be able to convey to 
the universities the competencies that students should achieve and that competencies would 
also provide the basis for accreditation of university courses (Cameron 1989, p212). The 
competency-based approach to university nurse education has raised a number of interesting 
questions and concerns, and it has recently been suggested that ‘nurses are only beginning to 
realise the ramifications of this development for practice and their profession’ (Sutton & 
Arbon 1994, p391). 
Nursing is essentially a practice discipline. Nevertheless, the move to higher education was 
underpinned by the perceived need for a broader knowledge base than could be provided by 
the apprenticeship style of training through the hospital system. It was recognised that nurse 
education needed to provide opportunities for students to gain an appropriate depth and 
breadth of theoretical knowledge as well as related field and clinical experience in order to 
provide a sound foundation for the science and art of nursing in any health care setting 
(Patten 1979, Russell 1988, Slater 1978). However, the transfer of responsibility for nurse 
preparation to the higher education sector created a complex environment from which many 
contentious issues and dilemmas continue to emanate. For example: 
Universities and employers both have a legitimate stake in nurse preparation and both 
have the right to set certain limits in relation to the undergraduate degree. However, 
significant policy dilemmas can arise when employers and universities have differing 
expectations (Nursing Education in Australian Universities, 1994, pxviii; hereafter 
referred to as the Reid Report). 
According to the Reid Report (1994), employers want graduates who can enter employment 
with minimal need for further training, supervision or orientation; who are aware of 
workplace needs and requirements and preferably have more than beginning competence. 
Universities, on the other hand, see themselves as preparing graduates for lifelong learning, 
‘not only with vocational skills and minimum competence but also with broad generic skills 
and a grounding in academic learning and systems of knowledge’ (pxviii). These differing 
expectations converge on competence, an expectation which is upheld by the requirement of 
the various state Nurse Registration Boards that new graduates will have demonstrated 
achievement of the Australian Nursing Council Inc. (ANCI) competencies as beginning 
practitioners. Within the professions competency is usually regarded as the combination of 
  
attributes, such as attitudes, knowledge, skills and potential, that underlie identified aspects of 
professional practice (Gonczi et al, 1990). 
Competencies and aspects of curriculum making 
The function of nursing education 
It is generally accepted that, at its most simplistic level, the function of nurse education is to 
produce a competent practitioner, ‘thus protecting the general public from incompetence and 
maintaining professional standards’ (Lafferty 1997, p281). In essence this statement is beyond 
challenge. There can be no argument against competence in health care; who would want to 
be nursed by an incompetent practitioner? Not only would it be irrational to favour 
incompetence, the notion of competence offers a ‘credible and appropriate solution’ to the 
problems of education reform (Edwards & Usher 1994, p10). The competency-based 
approach to nurse education is persuasive and appealing in the sense that it endeavours to 
explicitly outline the competencies required to be a competent nurse practitioner; 
‘Competencies have simplicity of purpose and design, and an instrumental appeal’ 
(Marginson 1994, p3).  
Within the present climate of economic uncertainty outlined earlier, together with the 
‘rhetorical force and persuasive power’ (Edwards & Usher 1994, p10) that underpins the 
notion of competence (not to mention the reality of a competency-based approach to nursing 
education), an uncritical observer or an uninitiated participant might conclude that nurse 
education should be focused on competence in the workplace in terms of vocational skills. 
The Reid Report (1994) claims that ‘the vocational goal of nursing courses is clear to students 
from the day they enrol in first year level’ (p.xviii). It is probable that to the majority of 
undergraduate students of nursing the notion of competence implies ‘competence for the 
workplace’. Moreover, to students, the ‘workplace’ seems to be some sort of homogenous 
environment in which they will all be required to practice the same skills, in the same way. 
That is to say, not only are the knowledge and skills expected to be transferable, they are also 
considered to be acontextual, and the purpose of nurse education is to prepare students to 
carry out competent and direct, or ‘hands-on’, clinical nursing care. Such a view of the nature 
of ‘competence’ is not without support.  
‘Competence is concerned with what people can do rather than with what they know’ (While 
1994, p526). Marginson (1994) holds a corresponding view: ‘The work related nature of 
competencies drives education in an exclusively vocational direction (and one that tends to be 
centred on the interests of employers, and sometimes professions, but not students)’ (p4). 
While it is indisputable that maintaining professional standards and protecting society from 
incompetence is of paramount importance, it could be argued that this has been a function of 
nurse education since the influence of Florence Nightingale. The move to higher education 
was intended to advance nursing education past simplistic levels, such as meeting minimum 
standards and competency levels, toward the highest possible level of achievement: ‘Higher 
education is about excellence, not about competence’ (Penington 1993, p29). 
The Reid Report (1994) clearly states that nursing competencies were never intended to 
‘drive curriculum reform in nursing courses in predetermined directions’ and that in their 
present form the competencies ‘could not be used as a precise blueprint for course design 
even if that was desired’ (p98). However, there are few constancies or absolutes in our rapidly 
changing society, and the cogent appeal of the competency-based approach may seduce nurse 
educators into advancing the scientific or technical aspects of nursing knowledge at the 
  
expense of the artistic or humanistic aspects. A leaning in either direction will serve to 
denigrate and marginalise other aspects or patterns of nursing knowledge. 
Nursing knowledge 
There are four patterns of knowing in nursing knowledge, according to Carper (1978). 
• empirical knowing, or the science of nursing; 
• aesthetic knowing or the art of nursing; 
• personal knowing, or knowledge of self, including the therapeutic use of self; and  
• ethical knowing, the moral knowledge component of nursing knowledge. 
Carper claims that all four types of knowing are crucial, interrelated, and interdependent 
elements of nursing and explains: 
Nursing thus depends on the scientific knowledge of human behaviour in health and in 
illness, the aesthetic perception of significant human experiences, a personal 
understanding of the unique individuality of the self and the capacity to make choices 
within concrete situations involving particular moral judgements (Carper 1978, p22). 
Carper’s conceptualisation of the interrelated and interdependent patterns of knowing in 
nursing knowledge helps explain why nursing has been variously described as an art, a 
science, or a combination of both (Aita 1990, Benner 1984, Curl & Koerner 1991, Diekelman 
1990, Germain 1986, Henderson 1980, Kitson 1993, Lafferty 1995, Oldnall 1995, Parse 1989, 
Robb & Murray 1992, Watson 1985, 1990). The art of nursing, according to Parse (1989) is 
demonstrated, for example, when nurses value the human presence of the client, respect the 
client’s different value-perspective, and connect, or empathise, with clients.  Nursing is about 
caring in all its forms and guises, but it should be remembered that ‘without involvement, the 
techniques of care are likely to be less effective, or even counterproductive’ (Ozbolt 1996, p1). 
Curl & Koerner (1991) claim that aesthetic knowing includes expressive behaviours such as 
showing compassion, acceptance of feelings, warmth, genuineness, and comfort, and 
instrumental activities such as physical action-oriented helping behaviours and cognitively 
oriented helping behaviours. This is in accord with the view of one of the most respected 
pioneer nurse theorists, that the essence of nursing ‘lies in its personal, individualised and 
human character’ (Henderson 1980, p245). Henderson asserts that ‘nurse educators can help 
preserve the essence of nursing in a technological age by focusing on the humanistic and 
psycho-social aspects of care as well as the technical skills’ (p254). Certainly, nursing 
rhetoric, including that of the Australian Nursing Council, recognises nursing as an art and a 
science. However, many authors suggest that the notion of nursing as both an art and a 
science is not reflected within nurse education where science and technology are often the 
primary focus of the curriculum.  
A narrow and specialised curriculum? 
Lafferty (1997), for example, claims that the artistic aspects of nursing practice continue to be 
overshadowed by emphasis on ‘the scientific, the technical, and the objective’ (p17). Moyle et 
al (1995) suggest that ‘science and technology have been seen as a necessity in nursing 
education while humanism is seen as the ‘soft option’ which does not warrant the same 
emphasis’ (p960). Haggerty & Early (1992) cite American Higher education reports which 
express concern that professional education has become increasingly narrow and specialised, 
with the focus on knowledge and skills specific to practice of the profession at the expense of 
  
the broad knowledge and perspectives that contribute to ‘leadership, shared values, a spirit of 
inquiry, and citizenship’ (p29).  
There are many reasons why the humanistic or artistic aspects of nurse education may have 
become (or are in danger of becoming) deemphasised within the curriculum. Indeed it is 
possible that the ‘art of caring or a compassionate awareness of humanity . . . has either been 
lost in the rush for technical appeal or may not have had the place in nursing that 
commentators would have us believe’ (Moyle et al 1995, p960). The competency-based 
approach to education, Fry & Smith (1992, p17) claim, could result in the omission from the 
curriculum of content that is too difficult to define and assess; content such as problem 
solving skills, personal and interpersonal skills, and creative work. CBE assumes that 
competencies are easily identifiable (While 1994, p526), but it is difficult to identify, much 
less demonstrate and evaluate competency in the humanistic and psycho-social aspects of 
nursing care. Rather than nurture natural attributes such as curiosity and creativity, it is easier 
to value competencies that can be produced, reproduced, assessed, and measured according to 
plan, in a never ending quest for bigger and better results. That is to say, it is easier to value 
and measure competencies that demonstrate what people can do repeatedly, rather than only 
during particular and unique encounters. 
“Transparent, observable and measurable” 
The measurement of competence - assessment - has been described by Marginson (1994) as 
the Achilles heel of CBE. This description adds to a previous argument by Marginson (1992b) 
that the measurement of the competency is the essence of any competency-based approach to 
education and thus the outcomes of education must be rendered ‘transparent, observable and 
measurable’ (p36). As discussed earlier, such a rendering of the artistic aspects of nursing is 
very difficult if not impossible in many situations. The art of nursing has been evaluated only 
in a limited way, and such evaluations have been covertly carried out under categories of 
professionalism, interpersonal skills, or communication (Curl & Koerner 1991, p23). 
Most interpersonal interactions in nursing occur between two people. To render such 
interactions observable, much less measurable, could be intrusive, unethical, inappropriate, 
impracticable, inhibiting, or a combination of any of these. For example, discussing issues 
such as guilt, loss, intimacy, trust, self-esteem are daily practices for most nurses, and of 
course if the nurse is not ‘competent’ the issue is less likely to be ventilated, much less 
resolved. However, it is not difficult to accept that people may be reluctant to divulge such 
personal details in the presence of a third person. In some counselling situations use is made 
of one-way mirrors to minimise the effect of observers. However, ethical considerations 
mandate that clients give fully informed consent before the mirrors can be used, thus both 
parties know someone may be observing. This knowledge may not only be inhibiting and 
alter the process, it may also bias any outcome. 
Another example of the difficulties encountered in measuring competence can be seen in the 
psychiatric-mental health clinical area. In the psychiatric setting it is often neither appropriate 
nor practicable to observe or objectively measure much of what is considered to be the artistic 
or humanistic aspects of nursing. Opportunity to render any learning experience in the 
psychiatric setting ‘transparent, observable or measurable’ is limited and poses a challenge 
for clinical educators. Much of the knowledge and skill germane to the effective practice of 
psychiatric-mental health nursing centre around the humanistic aspects of nursing. For 
example, observation and behavioural assessment abilities, communication, assertion, 
confrontation, and supportive techniques, are all basic to psychiatric-mental health nursing 
strategy. Technical knowledge and skills are of course required, but usually the only ‘tool’ 
  
available for intervention in psychopathology is ‘therapeutic use of self’, an attribute that 
psychiatric nurses develop largely through exploration and expansion of their own self-
awareness. It is not only difficult to plan or carry out learning experiences for students that 
incorporate this sort of skill and knowledge, it is extremely difficult to assess in terms of 
student competence. 
A further problem in assessing clinical performance concerns the subjectivity of the assessor. 
The ANCI competencies and the various clinical performance appraisal tools with their 
accompanying assessment cues do much to neutralise the assessor’s subjectivity but 
assessment still remains very subjective, simply because it constitutes a value judgement. 
This highlights a perennial problem for nurse education, that of interrater reliability. Many 
clinical educators are employed part-time by the various schools of nursing, and come from 
various clinical backgrounds, various education and training institutions, and have various 
levels of educational/teaching ability. Not only their value-perspectives, but also their 
expectations of clinical education and the student-teacher role, are likely to be vastly 
different; a difference that unfortunately is liable to manifest itself in the assessment of 
student competency. Arguably, this is more likely to occur with artistic or humanistic type 
competencies such as those associated with therapeutic interactions. 
Subjective appraisal is inherent in education regardless of whether the content being 
appraised is technical or aesthetic: ‘Values are intrinsic in all human encounters and in the 
evaluation of these encounters. Evaluation in education is actually describing value 
judgements in presumably objective measurement terms and translating those data into a 
grade’ (Curl & Koerner 1991, p23). This begs the question, is anyone other than the client 
able to truly judge the outcome of therapeutic interactions? 
The competency-based approach to education can also suppress aspirations for achievement. 
Education should expand possibilities, not contract them. Within CBE the limits of personal 
achievement ‘are set by the imagination and generosity of the designers of competency 
measurement’ (Marginson 1992b, p36). Marginson also warns that competency-based 
training is a system of regulation that moulds individuals in the patterns determined by the 
power elite, and furthermore it controls the relationship of social groups. Such control and 
regulation measures are aimed at producing future workers who are ‘flexible, malleable, and 
transferable - the ideal subjects for management’ (Marginson 1992b, p36). Ideal subjects for 
management perhaps, but at the cost of individual ingenuity and achievement (Clark & Astuto 
1994, p517). 
The conceptualisation of CBE as a system of control and regulation is supported by Edwards 
& Usher (1994), who draw on the work of Foucault and his notion of power-knowledge, to 
argue that CBE can be seen as ‘a strategy of governance, a means of producing consent 
without the need for oppression and force in the reproduction of the social order’ (p2). They 
also claim that ‘the discourse of competence marginalises knowledge and understanding 
unrelated to workplace performance, an exclusion which is characteristic of power-knowledge 
discourses’ (p8). Edwards & Usher claim that this exclusion determines the goal of learning 
to be exclusively competence, and that this is demonstrated according to predetermined 
methods: ‘With competence, there is closure; all learners are tied into a centrally determined 
predefined set of goals, whose meaning and practice are circumscribed’ (p12). 
Conclusion 
This paper attempts to add to the wider debate about CBE by deliberating on the part 
professional competency standards should play in a university curriculum, specifically 
  
undergraduate nurse education curriculum. The paper was driven by the proposition that: The 
competency-based approach to nursing education is an indisputable reality but nursing 
competencies must not be allowed to control the curriculum. CBE, nurse education, and 
nursing competencies were situated in their economic and socio-political context. The 
position was then explicated through an examination of some intersections between nursing 
competencies and aspects of undergraduate nurse curriculum making. 
Essentially, (to paraphrase some words of Grundy, 1992) I have argued that CBE is a 
positivist, reductionist approach to the social practice of education whereby the function of 
education is reduced to outcome oriented, technical procedures. If undergraduate nurse 
education intends to provide nursing students with a sound foundation for both the science 
and art of nursing in any health care setting it must continue to monitor the curriculum to 
ensure that it is being equally responsive to the interests, concerns and expectations of all the 
stakeholders; to ensure that there is a balance between the vocational and educational aspects 
of undergraduate university nurse education; and to ensure that it has not been reduced to 
outcome oriented, technical procedures. Nurse educators must not become complacent about 
the function of nurse education; instead they must constantly question the underlying 
assumptions that underpin the competency-based approach to nurse education. The 
curriculum needs to be constantly viewed through a critical lens. If excellence is to be realised, 
nursing competencies must only influence or guide; they must not control the curriculum. 
References 
Aita V 1990 The art of Nursing. Nurse Educator 15(6):24-28.  
Bates R 1992 Educational reform: Its role in the economic destruction of society. Keynote 
Address: Joint AARE/NZARE Annual Conference. Deakin University, Geelong. 
Benner P 1984 From novice to expert: Excellence and power in clinical nursing practice. Menlo 
Park, Addison-Wesley. 
Bowden J, Masters G 1994 A view of competence through a relational model. Occasional 
Paper No 7. Higher Education Series Department of Employment Education and 
Training. Canberra, AGPS. 
Cameron S 1989 Competencies for registration of nurses in Australia. In: Gray G, Pratt R 
(eds). Issues in Australian Nursing 2. Melbourne, Churchill Livingstone, p209-223.  
Carper B 1978 Fundamental patterns of knowing in nursing. Advances in Nursing Science 
1(1):13-23. 
Clark D, Astuto T 1994 Redirecting Reform. Phi Delta Kappan 75(7):513-520. 
Curl E, Koerner D 1991 Evaluating students’ aesthetic knowing. Nurse Educator 16(6):23-27.   
Diekelman N 1990 Nursing education: Caring dialogue and practice. Journal of Nursing 
Education 29(7):300-305.  
Edwards R, Usher R 1994 Discipling the subject: The power of competence. Studies in the 
Education of Adults 26(1):1-14.  
Fry J, Smith K 1992 Mayer report: Competencies for what? Education July 20:17 
Germain C 1986 Using literature to teach nursing. Journal of Nursing Education 25(2):84-86.  
Gonczi A, Hager P, Oliver L 1990 Establishing competency-based standards in the 
professions. NOOSR Research Paper No 1 AGPS, Canberra.  
  
Grundy S 1992 Beyond guaranteed outcomes: Creating a discourse for educational praxis. 
Australian Journal of Education 36(2):157-169 
Haggerty B, Early S 1992 The influence of liberal education on professional nursing practice: 
A proposed model. Advances in Nursing Science 14(3):29-38. 
Hazelton M 1993 The discourse of mental health reform: A critical analysis. Australian Journal 
of Mental Health Nursing 2(4):141-154. 
Henderson V 1980 Preserving the essence of nursing in a technological age. Journal of 
Advanced Nursing 5:245-260.  
Kitson A 1993 Nursing, art and science. London, Chapman & Hall. 
Lafferty P 1997 Balancing the curriculum: Promoting aesthetic knowledge in nursing. Nurse 
Education Today 17:281-286. 
Marginson S 1992a Economic rationalism in education. Paper presented at the `Rationalising 
Australia Conference. Flinders University, South Australia. 
Marginson S 1992b Competent for what? Arena Magazine Oct - November: 35-37 
Marginson S 1994 Is competency based education a good enough learning framework? Paper 
prepared for staff at the Canberra Institute of Technology 12 Sept. (npd). 
Martin L 1993 Implications of a move to a user-pays system of higher education. Journal of 
Tertiary Education Administration 15(1): 66-75. 
Moyle W, Barnard A, Turner C 1995 The humanities and nursing: Using popular literature as 
a means of understanding human experience. Journal of Advanced Nursing 21: 960-4.  
Nursing Education in Australian Universities 1994 Report of the National Review of Nurse 
Education in the Higher Sector - 1994 and beyond. Canberra, AGPS.  
Oldnall A 1995 Nursing as an emerging academic discipline. Journal of Advanced Nursing. 
21: 605-612.  
Ozbolt J 1996 Nursing and technology: A dialectic. Holistic Nursing Practice 11(1): 1-5. 
Parse R 1989 Essentials for practicing the art of nursing. Nursing Science Quarterly 2:111.  
Patten M 1979 The Australian nurse of the 1980s: College trained for primary care. The 
Australian Nurses Journal 9(2): 36-38, 52. 
Penington D 1993 Excellence, not competence: Why competency-based training is 
inappropriate for higher education. IPA Review 46(1): 26-30. 
Reid A 1992 Social justice and the National curriculum. Curriculum Perspectives - Newsletter 
edition November: 14-21 
Robb A, Murray R 1992 Medical humanities in nursing: Thought provoking? Journal of 
Advanced Nursing 17: 1182-1187.  
Russell R 1988 Nursing education: A time for change 1960-1980. The Australian Nurses Journal 
5(4): 36-44 
Slater P 1978 Multi-level preparation for nursing impact on nursing practice. The Australian 
Nurses Journal 7(11): 40-43 
Smith D, Lovat T 1995 Curriculum: Action on reflection revisited (3rd ed).  Sydney, Social 
Science Press. 
  
Smyth R (Ed) 1993 A socially critical view of the self-managing school. London, Falmer 
Press. 
Sutton F, Arbon P 1994 Australian nursing - moving forward? Competencies and the nursing 
profession. Nurse Education Today 14: 388-393.  
Watson J 1985 Nursing: Human science and human care. Norwalk: Appleton-Century-Crofts.   
Watson J 1990 Caring knowledge and informed moral passion. Advances in Nursing Science 
13(1): 15-24. 
While A 1994 Competence versus performance: Which is more important? Journal of 
Advanced Nursing 20: 525-531. 
Yeatman A 1990 Bureaucrats, technocrats, femocrats. Sydney, Allen & Unwin. 
  
